The aim of this study was to search for small bowel lesions by means of a perioperative endoscopy in 20 patients operated on for Crohn's disease. Seven women and 13 men (mean age 29 years) had a total retrograde exploration to the angle of Treitz during an ileocolectomy (16 of20 patients) or a colonic or ileal resection (four of20 patients). Endoscopic exploration was completed, through an enterotomy, from the surgical area to the angle of Treitz. Periendoscopic biopsy samples were taken on macroscopic lesions and every 20 cm systematically. In 13 of 20 cases, various lesions scattered over the whole small intestine were found. These were aphthoid ulcerations (10 patients), superficial ulcerations (seven patients), mucosal oedema (three patients), non-ulcerative stenosis (three patients), erythema (two patients), pseudopolyps (two patients), deep ulcerations (two patients), and ulcerative stenosis (one patient). In seven patients none of the lesions detected at perioperative endoscopy had been recognised by preoperative evaluation or surgical inspection ofthe serosal surface. A typical granuloma was found at biopsy of lesions identified by endoscopy in three cases and at biopsy of an apparently healthy area in one case. Thus 65% ofpatients operated on for Crohn's disease had lesions of the small intestine detected by endoscopy, which were unrecognised before surgery in more than half of the cases.
Abstract
The aim of this study was to search for small bowel lesions by means of a perioperative endoscopy in 20 patients operated on for Crohn's disease. Seven women and 13 men (mean age 29 years) had a total retrograde exploration to the angle of Treitz during an ileocolectomy (16 of20 patients) or a colonic or ileal resection (four of20 patients). Endoscopic exploration was completed, through an enterotomy, from the surgical area to the angle of Treitz. Periendoscopic biopsy samples were taken on macroscopic lesions and every 20 cm systematically. In 13 of 20 cases, various lesions scattered over the whole small intestine were found. These were aphthoid ulcerations (10 patients), superficial ulcerations (seven patients), mucosal oedema (three patients), non-ulcerative stenosis (three patients), erythema (two patients), pseudopolyps (two patients), deep ulcerations (two patients), and ulcerative stenosis (one patient). In seven patients none of the lesions detected at perioperative endoscopy had been recognised by preoperative evaluation or (TABLE IV) In all patients (with or without lesions) the most frequent abnormalities found with perioperative endoscopy were an infiltration with predominantly eosinophilic polymorphs (16) and a nonspecific infiltration with an increase in neutrophylic polymorphs, lymphocytes, plasma cells, and lamina propria macrophages (17) . In patients with lesions at perioperative endoscopy, the inflammatory lesions were almost equally distributed in biopsy specimens taken from macroscopically diseased and normal mucosa. Conversely typical granulomas were obtained in three patients with lesions at perioperative endoscopy on biopsies of abnormal mucosa, and only in one having a normal perioperative endoscopy. As a whole, the group of patients without lesions at perioperative endoscopy had less histological abnormalities than those with lesions, although infiltration with predominantly eosinophilic polymorphs and non-specific changes were found on seven occasions.
MODIFICATION OF SURGICAL TREATMENT
Perioperative endoscopy significantly modified the surgical treatment in two of 20 patients. In the first case perioperative endoscopy revealed an ulcerated stenosis (short and mildly narrowed) that had been previously ignored in both preoperative and perioperative investigations. This stenosis was resected. In the second case, perioperative endoscopy allowed, us to identify the origin of a small bowel bleeding which had not been identified perioperatively by the surgeon. It was a badly ulcerated portion of small intestine that was consequently resected.
Discussion
Endoscopic inspection of the small bowel is increasingly used in the diagnosis of Crohn's disease both before and after surgical resection.34 Perioperative ileoscopy has recently been reported although only dealing with 30 cm of the residual neoterminal ileum.' Our report is the first one of a complete systematic inspection of the small bowel far from the resected area. Our main finding was that endoscopic lesions were present in 65% of patients operated on for Biopsies of normal mucosa Crohn's disease and that these lesions were evenly distributed in all portions of the small intestine. Endoscopic lesions of the small bowel discovered at perioperative endoscopy were superficial and similar to those described in colonic Crohn's disease." Some findings could, however, be linked to the specific conditions of perioperative endoscopy: (1) some endoscopic lesions might be due to an agglutination of bowel loops facing bowel portions involved by Crohn's disease causing oedema, erythema, and swollen mucosa; (2) some substenoses were revealed only during insufflation and had been previously ignored by pre and perioperative investigations; (3) some tiny mucosal lesions were noticed by the surgeon on the serosal surface of the small bowel because ofthe transillumination ofthe endoscope and the surgeon informed the endoscopist. Some other lesions are difficult to interpret: ulcerations and petechiae could have been produced from the blind progression of the endoscope during the initial part of the procedure. Similarly erythema, mucosal oedema, and other lesions contiguous to intestinal stenosis might not be specific. Therefore, perioperative endoscopy in Crohn's disease must be performed by an experienced endoscopist used to this specific technique and able to minimise those problems.
Perioperative endoscopy is so far not a routine procedure during surgery for Crohn's disease. Some groups detect silent stenosis by a pull through technique with an inflated balloon.'2 Some anecdotal reports of perioperative endoscopy have been published9 and some reports mention numerous complications due to infection.3 As discussed previously, our only complication, was a perforation ascribed to the use of forceps with a centre needle during biopsy. The duration of the surgical procedure was not lengthened, and the hospital stay of patients who had a perioperative endoscopy was identical to that of other Crohn's disease patients who had surgery.
In our experience, the practical value of perioperative endoscopy for the management of patients was limited. Although two of20 patients had their surgical treatment modified on the basis of perioperative endoscopy data, it was not modified in the 18 remaining cases.
Biopsy specimens did not provide any further histological evidence for the diagnosis ofCrohn's disease in our patients. As previously pointed out4 the results obtained by perioperative endoscopy and histological examinations of endoscopic biopsies correlated reasonably well. A granuloma was found in four patients, three times on a macroscopically diseased mucosa. The most frequent histological features were nonspecific changes whether or not biopsy specimens were taken from endoscopically normal or diseased mucosa. There was, however, a more pronounced tendency toward a higher frequency of eosinophilic infiltration and superficial erosions in biopsies of abnormal compared with normal mucosa. Infiltration with predominantly eosinophilic polymorphs has already been referred to in several studies. 4 '>12 Rutgeerts et al found such an eosinophilic infiltrate in 25% of the specimens obtained in early ileal lesions after ileocolonic anastomoses and pointed out that in more severe lesions the infiltrate was more mixed.4 Lymphoid aggregates were difficult to interprete because they were found mainly in patients operated on for symptomatic ileal stenosis and subocclusion may result in a nonspecific inflammation.1"" Similarly surgical manipulation of the intestinal loops as well as the passage of the endoscope may lead to perivascular inflammatory infiltrates and even blood suffusions.16 17 In our experience the practical interest in perioperative endoscopy was limited. It did not provide significant help either in the diagnosis or the surgical management of patients operated on for Crohn's disease. It may be a valid tool, however, in studies designed to improve knowledge of the natural history of silent lesions of Crohn's disease and their potential relation with subsequent clinical relapses. As a first step we have carried out a retrospective study in another group of 34 patients and did not find any relation between the presence of small bowel lesions at perioperative endoscopy and endoscopic asymptomatic recurrences.'8 A prospective study is in progress.
